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(Senior Surgeon to the Royal Waterloo Hospital, and to the Southend General Hospital.)
In cases of chronic cholecystitis associated with gall-stones, in the absence of any serious complications such as advanced jaundice, it is the practice of many surgeons to explore the biliary passages and then to excise the gall-bladder. All are agreed as to the value of cholecystectomy, but there is considerable divergence of opinion as to what, in fact, constitutes a satisfactory exploration of the bile ducts. Some surgeons maintain that a visual inspection of the ducts combined with palpation is all that is necessary to detect any gross anatomical or pathological changes in the ducts; others perform aspiration also, and their decision as to whether or not the common duct should be incised is guided by the appearance of the bile withdrawn in the syringe. If the bile is muddy, it is presumed that it is infected; if it is clear, that it is normal. Others, again, during the process of cholecystectomy explore the ducts through the open end of the cystic duct.
I maintain that there is only one sure method of examining the biliary passages satisfactorily, and that is by making an incision into the common duct and thoroughly exploring it from within by means of suitable forceps, probes, suction tubes, and so forth. At the completion of such an investigation, external biliary drainage should be effected by means of a suitable T-tube. My advocacy of this systematic routine method of exploration is based upon the following facts:
(I) In fully half the cases the so-called "recurrent" stones in the bile passages are actually stones which have been overlooked at the first or at some subsequent operation.
(2) In spite of the most scrupulous and methodical digital palpation of the ducts, it is often impossible to detect minute calculi, biliary sand, or even large conglomerate masses of soft, pultaceous pigment stones.
(3) Unless the duct is probed, stones impacted in the lower reaches of the common bile duct may be mistaken for indurated pancreatic nodules or inflamed lymphatic glands.
(4) Although visual examination of bile aspirated from the common bile duct will often yield valuable information, it may at times be very misleading. Turbid bile is usually purulent, but clear bile also may be purulent.
( I feel sure that many so-called "liver deaths" or unexplained fatalities following a straightforward cholecystectomy are due to ligature of the main hepatic artery or its large right branch in mistake for the cystic artery.
After the artery has been severed, the loose peritoneal reflection on either side of the gall-bladder is divided with a knife or a diathermy blade (Fig. IV, Plate 4) . Sometimes I have adopted Wilkie's method of infiltrating the loose peritoneum around the gall-bladder with normal saline or dilute novocaine solution, thereby producing a diaphanous sodden wheal which makes the separation a simple and bloodless procedure, and greatly facilitates the suturing of the margins of the liver bed.
When about two-thirds of the gall-bladder has been dissected free from its bed, the raw surface is obliterated by a series of closely-applied interrupted sutures of thick plain catgut, while the gall-bladder itself is used as a tractor to keep the liver in a forward position well up in the wound (Fig. V, Plate 4) .
The common bile duct is now isolated and the area around is packed off with mackintosh squares, while two stay sutures are introduced opposite to one another through the anterior surface of the common bile duct about one-eighth of an inch or more apart, and about one-third of an inch below the insertion of the cystic duct. These stay sutures should be lifted upwards while a small nick is'made with a sharp-pointed knife between the sutures and through the taut anterior wall of the common bile duct. When the duct is opened the bile which wells up is immediately aspirated by a metal suction tube. The opening in the duct is then gradually enlarged until it is about half an inch in length.
At this stage the ducts are once more systematically palpated and their contents are expressed or worked towards the opening which has just been made. If any calculi are felt they can usually be coaxed towards the incision in the duct and removed with forceps. If there is much biliary sand or mud, the ducts should be irrigated with warm saline by means of a small rubber catheter which is attached to a large Record syringe. Graduated Liston sounds or gum elastic bougies are passed downwards to ascertain whether the papilla is patent, and if this is found to be so the lower reaches of the duct, the ampulla, and the papilla itself receive a gentle stretching. It is somnetimes very difficult to be sure whether the point of the sound is, in fact, in the lumen of the duodenum, but by gently rotating the instrument while the other hand palpates through the anterior wall of the duodenum, satisfactory information may be obtained. Desjardins' forceps are then passed upwards into the common hepatic duct and into the main branches of this duct in an endeavour to grasp any calculi which may be lurking in hidden recesses. The forceps are then passed downwards into the duodenum and gently withdrawn with the blades slightly open to ensure further dilatation.
When the duct has been satisfactorily dilated, a small rubber catheter is once more passed downwards through the papilla into the duodenum, and saline is again injected. If it seeps up into the wound this will imply that the point of the catheter has not negotiated the terminal portion of the duct, and further attempts will be necessary until there is ho doubt that the saline is flowing freely into the duodenum.
In cases where the duct is enormously distended, a finger may be inserted through an incision in the duct in order to explore it thoroughly, but cases of this nature are very rarely seen nowadays. Where a calculus is so firmly impacted in the ampulla that it cannot be coaxed upwards to be extracted through the incision in the common duct or forced downwards into the duodenum, it will be necessary to mobilize the duodenum and make an incision through the anterior wall of the gut exactly opposite the point where the stone is impacted. A metal sound is then introduced into the duct and forces the impacted stone upwards so that it lies almost on a level with the incision in the duodenum. An incision is then made over the stone through the posterior wall of the duodenum, and the stone is extracted. Suturing of the wound in the posterior wall of the duodenum, by the method described by Kellogg and myself, may be required, particularly where the stone is large or where it has been necessary to traverse all the coats of the duodenum to reach the impacted stone in the lower portion of the duct. In such cases, after the recalcitrant stone has been extracted a rubber catheter should be passed through the incision in the common duct downwards until the point of the catheter emerges into the duodenum. The catheter is then drawn downwards for another inch or two so that its point lies snugly and loosely against the posterior wall of the duodenum. The anterior incision in the gut is then closed in a transverse manner with a three-tier suture, after which another rubber catheter is inserted through the incision in the common duct in an upward direction towards the right hepatic duct.
The opening in the common bile duct is then closed neatly around these two catheters, after which the cholecystectomy is completed. Following excision of the gall-bladder, whether the common duct has been drained or not, it is most essential to drain the operative field for at least 48 hours by means of corrugated rubber or a soft, medium-sized rubber tube. To neglect such a precaution in the face of current teaching cannot be too strongly condemned as its omission may court disaster in the occasional case, for, during cholecystectomy, an unseen accessory hepatic duct may inadvertently be severed, which may subsequently flood the peritoneal cavity with bile, eventually giving rise to a fatal peritonitis. Again, some oozing of bile almost invariably occurs from the sutured liver bed, and in cases of jaundice, however mild, large quantities of blood may fill the abdotmen or become loculated in the sub-hepatic spaces. In the absence of any outlet for the escape of this blood it is very likely to become infected and produce a localized or generalized peritonitis for which the surgeon is almost entirely to blame. August, 1937 CHOLECYSTITIS WITH GALL-STONES
